Within their terms of service, general practitioners (GPs) are allowed to refuse to treat a patient personally if they lack the expertise to do so or have strong beliefs that to do so is in some way wrong-in which case they can discharge their duty by referring the patient elsewhere. In the case of substance misusers, however, many GPs refuse to see them at all and enshrine this behaviour in 'practice policy'. Substance misusers are a marginalized and stigmatized group, and the discrimination they encounter from doctors in primary care raises important ethical issues.
THE SCALE OF DISCRIMINATION How many GPs discriminate against drug misusers? No numbers are available, but drug users themselves will tell you that such practices are widespread. Yet where a primary-care service is available and accessible (as in Glasgow, and isolated examples in other large cities in the UK), treatment in primary care, with damage limitation rather than freedom from drugs as the object, seems the most promising approach to addictive behaviour and its associated health problems1.
As Strang and Farrell2 point out, treatment not only benefits the addicts themselves but also offers enormous advantages to society. This is an area of practice where the duties of the doctor to individual patients and to society, often conflicting, converge. Once an individual is psychologically and physically dependent on a drug such as heroin or benzodiazepines, his or her autonomy is compromised. The drug, or the need for the drug, becomes the determinant of much of that individual's behaviour. In view of this loss of capacity to make truly autonomous decisions, can the rights of drug misusers be perceived as less than the rights of those not addicted? The refusal by some doctors to treat addicts implies that the normal duty of the doctor is in some way changed by the nature of the disorder. It contradicts the ethical requirement that doctors respect the autonomy of their patients, even when this autonomy is diminished. Central to the therapeutic role of the doctor in the treatment of addiction is the sensitive renewal of lost capacity, with the object of rebuilding the competence of the individual patient. 93 Cambridge Street, London SW1V 4PY, UK THE RIGHT TO HEALTHCARE The presumption that there exists a right to healthcare, in a positive sense, may not be sustainable. The right to healthcare in the UK is set out in the terms of the NHS Act 1977 and creates certain obligations upon the Minister of State for Health. It is a construct of the political and economic realities that exist in particular localities. The duty of the doctor may be more clearly defined if expressed in its negative sense. For example, one might say that we have a general right not to be prevented from maintaining or maximizing our health, and it should be the minimum duty of doctors not to obstruct it.
WHY DO ADDICTS SEEK HELP?
Substance misusers tend to seek help when the strength of the addiction substantially interferes with the pattern of their lives. The feeling of loss of control is often an important factor. Many older users will have tried more than one means of addressing their habits and will tell you stories of the insensitive provision of services and of doctorcentred consultations. For younger addicts, whose potential for recovery and harm prevention are often great, rejection by those who seem in the best position to help is seriously damaging. General practice should provide the most immediate means to address the parlous state of their lives.
UNDERSTANDING THE PATIENT'S NARRATIVE
A meeting between a substance abuser and a medical professional is an incongruous event. The personal narratives of the average GP and of a substance misuser, embroiled in the street culture, commonly represent opposite poles of the socieoeconomic spectrum. To what extent this social dissonance hampers the ability of the doctor to help is unknown, but the medical tradition of paternalism is probably counterproductive. The typical drug user is a young adult with a dysfunctional family history characterized by emotional, physical or sexual abuse. It seems that the brutalizing experience in the lives of these people creates the vulnerability that in due course predisposes to addictive behaviour. The addictive behaviour then leads to health risks, criminality and prostitution. In the absence of a systematic appreciation of how and why an addict should find his or her way to the surgery, doctors may have difficulty in fully understanding their ethical obligation. The patient's narrative must be accepted unconditionally; and this acceptance of the reality of the addict's stories underlies the doctor's moral obligation. In addition, while the duty to help the patient is paramount, he or she should not forget the possible societal consequences of withholding treatment.
HOW SHOULD A DOCTOR HELP?
Severely addicted people tend to believe that they are experts in their own addicted condition. They may acknowledge that they lack certain specific capacities while at the same time doubting the doctor's specialist competence. The paradox of the incompetent seeking help from someone they believe to be less competent compounds an already vexing encounter; but the insecurity that a doctor reasonably feels in these circumstances is easily resolved by a modest amount of training. The only approach to addictive problems that does not threaten the moral integrity of the doctor is a non-judgmental acceptance of the patient as a person potentially capable of self-determination.
Prescribing methadone
The prescription of methadone is a rigmarole pivotal to the management of heroin addiction in general practice. Methadone is an opiate analogue that prevents withdrawal symptoms without the euphoric effects of heroin; yet sudden withdrawal from methadone is said to cause more unpleasant symptoms than heroin withdrawal. The ritual of methadone prescription poses several ethical dilemmas for the prescriber. At present there is no other practical and safe management of heroin addiction in the community. In making the commitment to provide a regular supply of methadone, the doctor takes on an unusual responsibility for the physical and emotional welfare of the patient which may continue for years. The addict exchanges dependence on heroin for dependence on methadone, and his or her reliance on the doctor as the supplier (and also on the pharmacist who dispenses the prescribed dose daily and who in addition may be empowered to supervise the actual consumption of the drug) creates a powerful dependency relationship. Not the least of the moral obligations that underpin this triadic relationship are upon the addict. Informed consent to enter this system of treatment is essential if it is to fulfil the ethical requirement of respect for patient autonomy. The rigours of the initial prescription and negotiation of the commitment to treatment, the regulated dispensing of the prescription and the subsequent checking far exceed the obligations entailed in the provision of any other prescribed medication in the setting of general practice. The possibility of benefit to rigmarole is the possibility of minimizing harm. In the process, the already compromised autonomy of the addict is further diminished.
Paternalism and the prescription
The idea that respect underpins the relationship between doctor and patient can interfere with the notion of respect as a duty. The word respect encompasses concepts such as deference, esteem, value and consideration. An addict, in the grip of his or her habit, leads an exceptionally stressful, irregular and energetic life to obtain the money to buy the drug, 'score' and avoid apprehension in the process. The relationship between a doctor and an addicted patient differs from the ordinary situation in which the patient is free to accept or reject the doctor's advice. Here the doctor will provide treatment only if it is followed in detail; noncompliance often ends the relationship. This creates a moral conflict where the possibility of reconciling the requirement for respect for the patient (and the uncertainty of benefit) with prescriptive paternalism is obstructed by the nature of the drug. Only the intention to avoid harm helps to resolve the ethical conflict.
Avoidance of harm
The initiation of a methadone prescription is a uniquely powerful therapeutic event. The introduction of a new chemical dependency into the life of an addict implies on the one hand a special intention by the doctor in which actively doing good is subordinated to avoidance of harm, and on the other hand a responsibility to continue a relationship unparalleled in any other therapeutic alliance. The medication may prevent the patient from feeling ill, but the more significant effect of the treatment is the potential to transform the addict's lifestyle from that of criminal to law-abiding citizen. The societal benefits are more widereaching than any possible initial benefit to the addict. The addict in treatment in effect becomes a means to the end of diminishing the damage to society caused by the endemic use of illegal drugs. The ethical justification for the manipulation of the addict in this way lies in a utilitarian balance in which the relative absence of good, but probable avoidance of harm, is outweighed by the positive benefit to the community. CONCLUSION The variable availability of services for substance misusers in the community presents a moral dilemma. At best the failure to offer treatment for drug users in general practice is unethical. At worst it represents a dereliction of the moral duty of doctors to their potential patients and a failure to grasp a unique opportunity to confer a benefit to the society of which they are a part. The age of clinical the patient is far from certain; the justification for the governance has the potential to impose an obligation upon doctors, hesitant to involve themselves with substance misuse, to accept users for treatment-on the basis of evidence for the effectiveness of treatment. Doctors are familiar with the idea of the 'number needed to treat', as a quantitative measure of the effectiveness of clinical intervention. By engaging one addict with the means of addressing his or her habit, the number of addicts needed to treat, in order to begin the process of preventing harm, is close to one.
